protein is markedly elevated. The discovery by Klenk & Kalhke (1963) that these patients accumulate phytanic acid (3, 7, 11, 15 tetramethylhexadecanoic acid) in serum and tissue lipids has led to renewed interest in underlying biochemical disorders in hereditary nervous system diseases. Studies are at present elucidating the effect of phytanic-acid-depleted diet on affected patients.
Hypertrophic polyneuritis (Dejerine and Sottas): A progressive familial neuropathy commencing in childhood with peripheral muscle wasting, sensory loss, reflex loss and palpably thickened nerves. Some patients also exhibit cerebellar deficit. Characteristic although not pathognomonic histological changes of concentric cellular proliferation around the nerve fibres and mucoid accumulation in endoneural spaces are seen. Nerve conduction studies and sural nerve biopsy are useful in diagnosis. Current belief is that the metabolic disorder is in the Schwann cell.
Spinal dysraphism: In discussing spina bifida occulta and spina bifida cystica the importance of careful myelography where progressive neurological deficit is present must be stressed. Visible midline lesions in the lumbosacral region are more commonly associated with spinal or root lesions, and such cutaneous lesions may be skin dimpling, outgrowth of hair, lipoma, cutaneous angioma. Sacral hypertrichosis (faun tail) may occur in association with diastematomyelia. Investigations by myelography may reveal obstructive lesions such as neurofibroma, dermoid, narrow spinal canal or lesions tethering or compressing the distal cord or cauda equina. Provided progressive neurological disorders in the spinocerebellar group are excluded, surgical exploration is indicated. In spinocerebellar lesions associated with pes cavus, associated lesions should also be sought at the level of the foramen magnum.
The neurologist by the nature of his interest sees in pes cavus a large proportion of neurological syndromes and relatively few cases of idiopathic pes cavus. Clinical examination, electromyography, nerve conduction and peripheral nerve biopsy are useful in revealing neural involvement in early cases and provide useful indices to assist classification and infer the natural history in any patient with these disorders.
Diabetic Neuropathic Foot Sinuses [Summary] by C Robertson FRCS (North Staffordshire Royal Infirmary, Stoke-on-Trent) A common problem confronting the orthopvdic surgeon is the diabetic patient with a swollen, discoloured, infected and malodorous foot. Many such patients regrettably lose their lower limbs by above-knee or through-knee amputations.
Since I first became interested in this problem in 1962 I have noticed a sinus in the foot in some of these patients, a previously unrecorded feature. The sinus has a superficial opening commonly in the region of the metatarsal heads in the sole of the foot but also may occur on the dorsum, over the mid-foot or around the heel. It communicates with (a) a joint and (b) a subplantar fascial abscess from which spread of infection readily occurs throughout the foot.
Foot sinuses have been found in 11 patients, 5 males and 6 females. The mean age at presentation with the foot condition was 51-5 years. The diabetes in all cases was poorly controlled and all had a low standard of personal hygiene.
Diabetic neuropathy was found in all 11 cases. There was gross diminution of position sense in the metatarsophalangeal joint of the great toe and of vibration sense at the ankles, and impairment of sensation to light touch and pin-prick in the feet and calves.
Areas of hyperkeratosis were noted: the most common site was the region of the metatarsal heads, but it also occurred on the instep and around the heel. Hairs were present on the dorsum of the foot and on the toes. When a foot is infected cedema may mask the pulses but these can be palpated, in all cases, when the swelling subsides.
X-rays of the feet showed the features of neuropathic arthropathy: bone destruction, subluxation, new bone formation. These features were seen in the metatarsophalangeal and mid-foot joints and have been noted to progress during the long-term follow up of the cases.
Sinograms showed communication of the sinus with a joint; with a sub-plantar fascial abscess; and between a sub-plantar abscess and a joint.
Weight-bearing X-rays were taken with the patient standing with a 1 in (2 5 cm) block beneath the heel and a 0 5 in (1P25 cm) block beneath the toes. The X-ray film was placed vertically behind the heel and the X-ray tube was horizontal to the ground. Comparison of weightbearing films and sinograms in the same patient showed the opening of the sinus and the involved metatarsophalangeal joint to be clear of weightbearing areas. Treatment consisted of: (1) Admission to hospital.
(2) Stabilization of the diabetes. (3) Culture and determination of the sensitivity of the discharge and the administration of the appropriate antibiotic therapy. (4) Local treatment of the foot with Milton or Eusol, rest and elevation of the foot. In all cases the condition improved rapidly with conservative treatment and in some patients the foot healed completely.
Surgery was done only if conservative treatment failed and involved: (1) Opening of the sinus and excision of the granulation-lined track. (2) Excision of any involved joint, sequestra and debris. Surgery was of a very limited nature, dealing only with the sinus track and its communications; a toe was removed only to achieve these objects. Bleeding at operation was noted to be profuse. The primary aim in correcting a scoliotic curve is to derotate the spine and bring the deviated vertebre back to the midline.
Theoretically a lateral or horizontal force is a more effective way of correcting a spinal curvature than a longitudinal or distracting force; in particular it is a more efficient way of correcting vertebral rotation (Roaf 1966) . By efficient one means that less force is required to obtain the same degree of correction of a given curve having a certain modulus of resistance. Resistance to correction increases the more the spine is cor-rected and therefore it is comparatively easy to obtain a little correction but far harder to obtain complete correction.
The apparatus (Fig 1) consists of a longitudinal plate with 'runners' at each end. In the 'body' of the plate are a number of holes and through these are passed hooks with threaded shanks on which are screwed hemispherical nuts. The holes in the plate are hemispherical on the lateral aspect to correspond to the hemispherical nuts. On the medial aspect they are conical to allow for a variation in the angle of the shank of the hook. The affected area of the spine is exposed, any necessary procedures to mobilize the spine are undertaken, e.g. division of tight muscles and ligaments, excision of the posterior articular joints and excision of deformed ribs. If the deformity is severe it may be necessary to do the mobilization in two stages -for example ribs, intervertebral discs and posterior articulations Side view ofplate with hooks in place may be excised on the convex side; three or four wecks later a similar procedure is done on the concave side and the plate is inserted. A hemilaminectomy is made on the concave aspect of the apex of the curve and the hooks are inserted round the laminw, of the vertebrae on each side of the apex of the curve; the hooks should point away from each other. The plate is then placed over the shanks of the hooks which are inserted through the appropriate holes in the plate so that the two ends of the plate rest on the laminae of the
